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SURGEON TO THE ADELAIDE HOSPITAL 


/ I "'SOPHAGOTOMY for the removal of a foreign body 
V 1 j impacted in the pharynx or oesophagus is now ac¬ 
cepted amongst surgeons not only as a justifiable proceeding, 
but as a safe one. Aitken gives a table of 36 cases of oesoph- 
agotomy, 32 of which were for the removal of foreign bodies. 
Of the whole number 27 recovered, but as two were for carci¬ 
noma, we may say that of 34, 27 recovered. This is a per¬ 
centage which may fairly encourge those who look upon the 
operation as an exceptionally dangerous one; and the cases 
operated on by Mr. Wheeler, while widely differing as to the 
cause which necessitated the operation, yet all support the 
conclusion that the proceeding itself is not exceptionally dan¬ 
gerous. There seem to be several reasons which have com¬ 
bined to make surgeons, otherwise bold, timid about this op¬ 
eration. First. No doubt, the important parts which lie in the 
line of incision ; secondly, very little experience could be ob¬ 
tained by any one surgeon, as these cases are rare; but thirdly, 
more than all, was, I am persuaded, the delusive expectation 
that a foreign body fixed in the pharynx or oesophagus will be 
easily removed through the mouth. The sensation conveyed 
by touching the foreign body with a probang, or long curved 
forceps, is delusive to a great degree—feeling it so distinctly 
and so movable—as it will, to a certain extent, be found that 
we naturally conclude that its extraction will not be a difficult 
matter. Experience proves that this is much harder to accom¬ 
plish than appears at first sight, and that in a large preportion 
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of cases it is impossible to withdraw it safely through the up¬ 
per outlet of the gullet. The sense of mobility conveyed to 
the hand is deceptive, because the soft tissues in which the 
foreign body is impacted move with it, to a certain extent, 
when it is grasped. 

For these reasons it happens that cases of foreign bodies 
impacted in the cesophagus (or very unusually at the junction 
of the pharynx with the cesophagus) are frequently allowed to 
remain a long time before the operation is resorted to. This 
seems to me unfortunate, and one use of the record of such 
cases as the one I am about to read is that surgeons may 
come to look at cesophagotomy not as a last resource—as the 
operation for strangulated hernia used to be deemed—but as a 
proceeding which should be resorted to as soon as a fair trial 
has been made, without success, of other and milder measures. 
Now the reasons which have led to a great and salutary 
change in the surgical treatment of strangulated hernia are 
precisely those which may with truth and equal force be 
urged in the practice of oesophagotomy, and these are : 1st, 
the insufficiency, as a rule, of non-operative means; and, 2ndly, 
the very serious effects and dangers of leaving the foreign 
body impacted in the oesophagus; and in the case of a foreign 
body impacted in the upper part of the oesophagus we have 
this advantage over the strangulated intestine—that the means 
to be adopted are simple and readily done, and there need be 
no delay in putting them into practice. I mean extraction by 
forceps. Once given the position of the body, the question 
of the possibility of its extraction by the forceps will soon be 
decided. As in the efforts to reduce the hernia, so here, any 
prolonged and forcible efforts will certainly do harm, and may 
jeopardise the patient; so that a short and gentle trial with 
various forceps is all that good surgery will endorse, and this 
failing, as I have shown it will often do, then it is at once the 
safest and the quickest method to place the patient fully under 
an antesthetic, and, having made one more trial with the for¬ 
ceps, to proceed to perform cesophagotomy. 

The after-treatment is often difficult. The case that I am 
about to relate had more than its share of difficulty; but the 
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question of feeding will always be a trouble, and I think this 
may be lessened by considering beforehand the best methods. 
No absolute rule can be laid down applicable to all cases, but 
I think in a majority it will be found that feeding the patient 
by tube, not through the mouth, but through the nound, is the 
safest and best method. This, of course, presupposes that we 
fail to obtain primary union, but it is only in the cases where 
primary union has not been obtained that difficulties of feed¬ 
ing arise, and in these I advocate the introduction of a cathe¬ 
ter, or rubber tube, through the wound, and twice a day the 
injection of suitable fluid food into the stomach. 

Case.— On the morning of July 13, 1886, as I was seeing 
my children patients in the Madelene ward, I heard a peculiar 
sound which instantly caused me to look round to see from 
whence it came. The sound was a cough—a very peculiar, 
ringing, laryngeal cough, and yet it was not at all croupy; a 
throatish sound it was, but not exactly corresponding to any 
of the well known throat coughs. I perceived that the sound 
which had caught my ear came from a miserable-looking little 
child, who was being held in her mother’s arms at the door of 
the ward. The mother, who was the opposite ol miserable, 
being very fat and sonsy, came forward at once at a sign from 
me, and said she had come to ask my opinion about her child 
who, three months previously, had swallowed a steel roller be¬ 
longing to her sewing machine—the fellow of which she 
showed me—it was a double steel plate, in size somewhat lar¬ 
ger than a sixpence; the two plates separated by a roller, and 
with a hole through the middle. She gave me the following 
history: She had lost several children from different causes; 
this child was born with a blood-mark over the whole left side 
of her face, and partial paralysis of her right arm and leg, and 
was of a fretful, irritable temper, supposed not to be “all there,” 
and yet the mother prized her and petted her. Three months 
before the day she was speaking to me, the child, who had a 
strange cunning and mischief about her, got hold of this steel 
roller and put it into her mouth; the mother at once suspected 
that she had swallowed it, more particularly from the purple, 
choking state she was in. She at once brought the child to 
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the Mater Misericordiae Hospital; where she saw Dr. Dwyer. 
The father, a warder in Mountjoy Prison, then subsequently 
sought the advice of Dr. Tate, the surgeon of the prison, who 
carefully examined the child and gave it as his opinion that 
the roller had passed into the stomach. He probably attri¬ 
buted the signs of throat trouble to the injury done in swallow¬ 
ing the.roller. Dr. Tate continued to attend the child, and after¬ 
wards, in his absence, another surgeon constantly visited her, 
but neither of them seem to have had any doubt as to the sit¬ 
uation of the foreign body, although the mother sometimes 
ventured to suggest that it might still be in the throat. It ap¬ 
pears that I had attended some of her family, and she had 
originally proposed bringing the child to me, but was over¬ 
ruled by her husband. Now, however, three months having 
elapsed, and the child’s symptoms growing worse rather than 
better, she determined to delay no longer, and hence her visit 
to the hospital on July 13. Upon examination externally, I 
felt in the left side of the neck, on a level with the cornua of 
the os hyoides, a hard, fixed, irregular body, which seemed to 
me was probably the lost steel roller. A careful examination in¬ 
ternally confirmed this opinion, for, the child’s mouth being 
held wide open with Fergusson’s gag, I passed the forefinger 
of the left hand down into the pharynx, and distinctly felt the 
sharp edge of some metallic substance; the spot where I felt 
this corresponded with the spot externally where the hard sub¬ 
stance had been already discovered. The diagnosis as to 
the position of the foreign body was thus complete. The next 
step was its removal. As it felt to the point of the finger very 
fixed, and the examination had already much distressed the 
little patient, further proceedings were postponed until next 
day; both mother and child being admitted to the hospital. 

Next morning, July 14, having secured the assistance of my 
colleagues, Mr. Heuston, Mr. Scott and Dr. Bewley—Mr. 
Franks was out of town—I proceeded to remove the foreign 
body—determined to accomplish this if possible through the 
mouth, but, failing this, to perform pharyngotomy or cesopha- 
gotomy. The patient was placed under the influence of chlo¬ 
roform, and I began by placing Fergusson’s gag in the mouth, 
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and handing this to Dr. Bewley, I then passed down a long 
curved forceps, with deeply serrated points, and touched the 
metal roller; it seemed at first certain that, as this was easily 
done, it could be removed in this way, but it was not so, either 
the forceps slipped off, or, when I obtained a particularly good 
grip, the metal body proved to be so firmly fixed in its place 
that it was impossible to move it. Mr. Heuston and Mr. 
Scott both tried with the same negative result. So I then 
proceeded to remove it by external opening. 

I made an incision two inches long along the anterior bor- 
derof the sterno-mastoid muscle, its centre corresponding to 
the cornua of the os hyoides; this exposed the sheath of the car¬ 
otid artery, which was carefully opened, and the vessels drawn 
outwards. A curved forceps was now passed through the mouth 
into the pharynx, and firmly pressed against the foreign body, 
which made it protrude towards the wound—this was a valua¬ 
ble guide. I carefully scraped through the back wall of the 
sheath and came down on the steel roller. The opening I 
had made into the mucous membrane of the pharynx was so 
small that the roller was, with much difficulty, brought through 
it after the manner of working a stud through a button-hole 
which is too small for it. But I abstained from enlarging the 
opening for the reason that I felt certain that the smaller the 
opening into the pharynx the greater likelihood was there of 
immediate union, and the occurrence of a fistula subsequently. 

As soon as the foreign body had been safely extracted, the 
deep wound was brought together by hidden antiseptic’ sut¬ 
ures—first the mucous membrane by two sutures, then fascia, 
the muscles, fascia again and skin. Two drops of glycerole of 
nepenthe was adminstered hypodermically, and a beef tea en¬ 
ema, with a few drops of brandy was thrown into the rectum. 

I have said that the child had a blood-mark on her face, and 
was partially paralysed; but I did not know until the day 
after the operation that she was an epileptic also. During the 
twenty-four hours which followed the operation she had about 
twenty fits, some of them very severe, some slight. She vom¬ 
ited frequently, the antiseptic dressings were torn from the 
wound and the contents of the stomach forcibly ejected 
through it. 
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The first thing to be done when this state of things was dis¬ 
covered on the morning after the operation, was to control the 
fits by the free use of the bromides. But here another diffi¬ 
culty arose. Swallowing was difficult and tedious, and always 
caused the fluid which was passing down to escape to some 
extent from the wound. However, five grains of mixed bro¬ 
mides was taken three times in the day, but still the fits con¬ 
tinued, although lessened. The dose was increased to ten 
grains three times a day, and then the fits ceased. Some of 
this was probably lost, as part was administered with beef-tea 
enemas, but nearly this quantity was taken. 

When the wound opened up, saliva flowed out through it in 
great quantities, and any fluid which was attempted to be 
swallowed passed freely out through it. I determined to make 
another attempt to close the wound, so placing the little pa¬ 
tient fuily under the influence of chloroform I carefully 
cleansed the wound, and catching the cut edges of the mucous 
membrane of the pharynx in a forceps I stitched them closely 
together, and then did the same for the sides of the wound 
and the skin, employing fine iron and silver wire—over all an 
antiseptic pad and bandage. The result of this operation was 
to limit very much the escape through the wound, but not en¬ 
tirely to stop it, but from this time the case, as far as the 
wound went, was more manageable, and plainly tended to suc¬ 
cess. I now began to feed the child by passing a flexible tube 
down from the mouth past the wound, and nearly into the 
stomach, and injecting through this tube strong beef essence, 
as much as half a pint being thus given twice a day; a 
little would be regurgitated up through the lower angle of 
the wound, but not much. For two or three days this was 
done, and then it had to be abandoned on account of the irri¬ 
tation produced in the pharynx by the passage of the tube; 
but I found the passage of a flexible tube through the wound 
to the stomach caused no irritation, and so twice a day the 
child was fed by this means; rectal alimentation was also con¬ 
tinued, but as it was only secondary twice a day was enough, 
and the help thus gained was important. No further epileptic 
fits occurred, but the emaciation was extreme, and bed-sores 
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formed, despite the greatest care, on the most prominent points 
of pressure. By the end of August the wound had contracted 
to the size of a No. io catheter, and the child's condition was 
improving daily. The mother then took her home, and I did 
not see her again until October 5, when she brought her to 
see me or to be seen of me. I found the wound firmly and 
evenly united, the child was in all respects in good health, the 
sores on the back had all healed and scarcely left a mark. 
When tested as to the powers of deglutition and of swallowing 
solids and fluids, I found she could do both very well, but her 
mother told me that sometimes fluids regurgitated through 
the nose. The child had a more healthy look than she had 
when I first saw her, which was when the foreign body had 
been lodged in the pharynx for three months. 


ABNORMAL FRANGIBILITY AND DELAYED AND 
NON-UNION OF FRACTURES OF THE LONG 
BONES IN PERSONS SUFFERING FROM 
GENERAL PARESIS OF THE INSANE. 

BY JOHN HARVEY GIRDNER, A.B.M.D., 

OF NEW YORK. 

A UTHORS of text books which treat of fractures of the 
long bones invariably divide the causes of delayed 
union and of non-union of these fractures into two heads, viz., 
constitutional and local. They have with equal uniformity 
failed to include among the constitutional causes what I have 
found to be a most important one, viz.: General paresis of the 
insane. This fact is not surprising, nor are the authors to be 
censured for this omission, when it is remembered that it is 
only within the last ten to fifteen years, that general paresis 
has been recognized as a distinct and peculiar form of disease 
of the brain and nervous system, with a perfectly characteristic 
history and pathology. Doubtless an even more potent reason 
for this seeming neglect is the fact that, men interested in 



